A Ai im m o of f t th he e s st tu ud dy y: : Helical tomotherapy is one of the methods of radiotherapy. This method enables treatment implementation for a wide spectrum of clinical cases. The vast array of therapeutic uses of helical tomotherapy results directly from the method of dose delivery, which is significantly different from the classic method developed for conventional linear accelerators. The paper discusses the method of dose delivery by a tomotherapy machine. Moreover, an analysis and presentation of treatment plans was performed in order to show the therapeutic possibilities of the applied technology. Dose distributions were obtained for anaplastic medulloblastoma, multifocal metastases to brain, vulva cancer, tongue cancer, metastases to bones, and advanced skin cancer. Tomotherapy treatment plans were compared with conventional linear accelerator plans. R Re es su ul lt ts s: : Following the comparative analysis of tomotherapy and conventional linear accelerator plans, in each case we obtained the increase in dose distribution conformity manifested in greater homogeneity of doses in the radiation target area for anaplastic medulloblastoma, multifocal metastases to brain, vulva cancer, metastases to bones, and advanced skin cancer, and the reduction of doses in organs at risk (OAR) for anaplastic medulloblastoma, vulva cancer, tongue cancer, and advanced skin cancer. The time of treatment delivery in the case of a tomotherapy machine is comparable to the implementation of the plan prepared in intensity-modulated radiotherapy (IMRT) technique for a conventional linear accelerator. In the case of tomotherapy the application of a fractional dose was carried out in each case during one working period of the machine. For a conventional linear accelerator the total value of the fractional dose in the case of anaplastic medulloblastoma and metastases to bones was delivered using several treatment plans, for which a change of set-up was necessary during a fraction. C Co on nc cl lu us si io on n: : The obtained results confirm that tomotherapy offers the possibility to obtain precise treatment plans together with the simplification of the therapeutic system. K Ke ey y w wo or rd ds s: : helical tomotherapy, IMRT, treatment planning, evaluation of the dose distribution.
Introduction
In the case of classic radiation therapy, delivered by conventional medical accelerators, the ionizing radiation beam is of divergent character. In other words, the ionizing radiation is emitted from the source to the pyramid-shaped area. In the simplest case, when the radiation beam is shaped by primary field collimators (jaws) alone, a rectangle is the base of the pyramid. The base of the pyramid, perpendicular to the beam's axis, delineates the shape of the treatment field, which usually fully covers a radiotherapy field defined by the clinician [1] . Thus, the radiation dose is delivered to the whole treatment area in a volumetric manner.
In order to conform the dose to the radiation treatment area most precisely, the ionizing radiation dose may be delivered either during the movement of the machine's gantry around the longitudinal axis of a patient (rotary technique) or through the application of several fixed positions of the gantry [2] . Both these methods offer the possibility of using additional modifiers altering the shape of applied treatment fields.
The multi-leaf collimator (MLC) is one of the basic modifiers [3] . The use of the MLC allows for both static modulation of a treatment field, which remains fixed during the emission of ionizing radiation [4, 5] , and for dynamic modulation, causing changes in the shape of the field in the course of radiation emission [6] . The latter solution enables the delivery of intensity-modulated radiotherapy (IMRT) [7] [8] [9] .
The IMRT technique is a basic method used in modern radiotherapy. In the typical form of IMRT, several (generally from 5 to 9) fixed settings of the gantry are used [10] [11] [12] . In recent years, the manufacturers of the radiation therapy equipment (Varian, Elekta), through implementing technical advances, have enabled the integration of classic rotary techniques with IMRT, which has resulted in great popularity of VMAT and Rapid Arc [13] [14] [15] [16] [17] . The method of dose delivery to the irradiated volume in the case of helical tomotherapy differs significantly from the volumetric method employed by conventional linear accelerators [18] .
The term "helical tomotherapy" had already been coined by the end of the 1980s. After 15 years of intensive studies and technological advances, tomotherapy machines have been implemented at cancer centres. The prototype of the machine was completed in 2001 at Wisconsin University. A year later, the first patients underwent treatment [19] . At present, tomotherapy is not only an acknowledged and widely accepted radiotherapeutic method but is also considered to be one of the most advanced and precise methods of dose delivery.
In 2009 the first helical tomotherapy machine was installed in the Greater Poland Cancer Centre. The paper discusses the method of emission of ionizing radiation and the related method of dose delivery by the tomotherapy machine. Moreover, in order to present therapeutic possibilities of the applied technology, treatment plans of selected clinical cases treated with tomotherapy are presented and reviewed. Additionally, tomotherapy treatment plans are compared with the plans prepared for a conventional linear accelerator.
Material and methods

Tomotherapy machine -construction and operation
A tomotherapy unit resembles a computed tomography machine. The casing fits a rotating ring into which a treatment table with a patient slides. A rotary movement of the gantry is combined with a progressive movement of the treatment table and thus the source of radiation rotates around the patient along a helical path (helical tomotherapy) [20] . It is also possible to deliver radiation by means of a direct method (direct tomotherapy) in which first the angles of dose delivery projection are determined and next the treatment is performed according to specific assumptions [21] .
The source of ionizing radiation is a linear accelerator whose nominal voltage is 6 MV. The emitted photon beam has the shape of a fan, 40 cm wide and 1 cm, 2.5 cm or 5 cm thick (measured in the isocentre). The latest version of a tomotherapy system enables to use both treatment table motion variable in time and dynamic jaws whose width can continuously change in the range of 1 cm to 5 cm [22] . Sixty-four collimator leaves either block or let in radiation in individual parts of the fan.
The collimator works in a binary fashion. In other words, an individual leaf can be fully open or fully closed and thanks to the pneumatic drive its action is very quick: the full opening-closure cycle lasts only 20 ms [23] .
The application of the matrix of detectors located on the opposite side of the ring makes it possible for a tomotherapy unit to operate like a computed tomography scanner. This allows one to verify the patient's position on a treatment table on a daily basis by comparing MVCT (megavoltage CT) scans with computed tomography images, used for radiotherapy planning. The nominal voltage of a linear accelerator in the imaging mode is lowered to 3.5 MV, which gives images of better quality. Moreover, the fact that on delivering the dose ranging from 0.5 cGy to 3 cGy (comparable with diagnostic dose) it was possible to obtain MVCT scans is of paramount importance. In the case of a highenergy fan beam the impact of dispersed radiation registered by detectors is negligible. Therefore, as with classic computed tomography, it is possible to determine a direct and more importantly a stable relation between grey scale expressed in HU and the density of the imaged structures. This relation makes it possible to reconstruct, on the prepared MVCT scans, the dose distribution which is delivered during a session, the dose planned earlier or the difference between them [24, 25] .
Tomotherapy treatment planning
The system of treatment planning for tomotherapy fully makes use of the idea of inverse planning [26, 27] . While preparing a treatment plan the number of treatment beams and their projection angles are not defined. However, the parameters determining the method of dose delivery such as jaws width, pitch, and the value of the modulation factor should be defined. The width of jaws and pitch are fixed parameters, which should be determined before the process of optimization starts. The value of pitch factor is determined by the ratio of the gantry rotation and the table movement expressed in the units of field width. In the case of helical tomotherapy the value of this parameter should be smaller than 1. This means that the fields formed by consecutive rotations overlap: the smaller the pitch value, the bigger the degree of overlapping. In order to obtain the most homogeneous dose distribution, including over the areas located outside the isocentre, the pitch parameter should equal 0.86/n, for n = 1, 2, 3, … [28] . The MF parameter is defined as the relation of the maximum leaf opening time to the average leaf opening time. MF may be altered during the optimization of a treatment plan. In the course of treatment plan preparation one should remember to define the method of normalization and the parameters of the expected dose distribution for the individual structures and their relative significance.
The next stage of planning, typical of tomotherapy, is beamlet calculations. A beamlet is an element of a beam emitted through a single open leaf during one projection. For the needs of the optimization algorithm, the continuous rotation of the gantry around the patient is divided into 51 projections (the angles of beam incidence). Each contains 64 beamlets corresponding to 64 collimator leaves, which amounts to 3,264 beams for each gantry rotation. Next, each of the beamlets is divided into, at least, as many elements as there are voxels to which radiation is transported by it. Thus, a computer determines the set of beams for each volume element. The optimization algorithm, by prolonging or shortening the leaf opening time, changes the dose delivered to individual voxels.
A patient is irradiated from all sides, which allows one to obtain a homogeneous dose distribution in a tumour, with a large gradient at its edges, and enables reduction of the dose absorbed by adjoining healthy tissues. The process of treatment plan optimization resembles those which were used in computer systems of treatment planning (Eclipse, Helax, Ocentra) which operate conventional linear accelerators. The specificity of the irradiation method with the use of a tomotherapy machine enables one to carry out a full treatment plan during one beam release. In one session both a very small area (uni-or multifocal stereotactic treatment, where the minimum treatment field size is 5 mm × 6.25 mm) and a very large area (e.g. cranio-spinal irradiation; maximum treatment field size -400 mm × 1600 mm) can be irradiated. What is more, no change in the patient's position or combining the fields emitted from two or more beams is required.
Examples of clinical deliveries
With the aim of presenting a spectrum of helical tomotherapy possibilities, we chose six clinical cases repre-senting irradiation of the following: 1 -anaplastic medulloblastoma, 2 -multifocal metastases to brain, 3 -vulva cancer, 4 -tongue cancer, 5 -metastases to bones, 6 -advanced skin cancer. For cases 2, 3, 6 the original treatment plan was prepared for radiotherapy delivery performed by a conventional linear accelerator. However, due to the unsatisfactory dose distribution or problems with the realization of the plan by the machine (gantry-table collisions for planned treatment fields), an attempt was made to deliver treatment using helical tomotherapy. For cases 1, 4, 5 helical tomotherapy was the chosen method. In order to compare the obtained dose distributions with the distributions obtained for a conventional linear accelerator, three independent treatment plans were prepared (three people preparing plans who did not know results for helical tomotherapy). Next, among the prepared plans, we chose the best in terms of homogeneity of dose distributions in planning target volume (PTV), and reduction of dose in critical organs. The chosen treatment plan was compared with the plan for helical tomotherapy.
Below, we briefly discuss the clinical cases and present recommendations concerning the total dose size, its fractionation, regions of irradiation and critical organs. The critical organs (OAR) were the following: brain stem, eyes, lenses, optic nerves, optic chiasm, left and right internal ear, parotid glands, larynx, thyroid, lungs, heart, kidneys, liver, pancreas, stomach, spleen and intestines. C Ca as se e 2 2 ( (m mu ul lt ti if fo oc ca al l b br ra ai in n m me et ta as st ta as se es s) ) History: 56-year-old woman diagnosed with nine metastatic lesions from primary breast cancer. The patient was irradiated for the whole brain; a dose of 40 Gy was delivered in 20 fractions. Time since completion of the therapy -18 months.
Therapeutic strategy: irradiation of the brain taking into account escalation of the dose over metastatic areas. The following fractionation scheme was chosen: 15 Gy dose to the whole brain delivered in 10 fractions with simultaneous escalation of the dose to the metastatic lesion to 30 Gy. Critical organs: eyes, lenses, optic nerves, optic chiasm.
C Ca as se e 3 3 ( (v vu ul lv va a c ca an nc ce er r) ) History: A 65-year-old woman diagnosed with tumour of the vagina underwent surgery in 2008, to remove a vaginal tumour. Histopathological examination showed squamous cell carcinoma of vulva. In consequence, radical vulva removal with bilateral inguinal Sentinel node sampling was performed. A year later, recurrence in the vagina was diagnosed. After removal of the lesion the patient was referred for radiotherapy. In the examination preceding the radiation therapy, an enlarged, metastatic lymph node was found in the right groin.
Therapeutic strategy: (a) Irradiation of the pelvic lymph nodes with the dose up to 50.4 Gy, the number of fractions -28, fractional dose -1.8 Gy, (b) the area of the left groin with the dose up to 60 Gy and (c) the right groin and vulva with the dose up to 70 Gy. Due to the right endoprosthesis, the first stage was performed by means of a tomotherapy machine. The remaining stages (b) and (c), which are not included in this paper, were performed using electron irradiation therapy by means of a conventional linear accelerator. Critical organs for the first stage of treatment: bladder, rectum, intestines, head of left femur and right endoprosthesis as the area of maximum dose reduction. C Ca as se e 4 4 ( (t to on ng gu ue e c ca an nc ce er r) ) History: A 50-year-old woman reported a painful tongue swelling. A panendoscopic examination showed ulcerative lesions on the left lateral edge of the tongue. CT examination with contrast and MRI confirmed the presence of the tumour at the base of the tongue and two pathological lymph nodes. The biopsy showed squamous cell carcinoma. The tongue tumour cT2N2bM0 was diagnosed. The patient underwent surgery and was referred for postoperative radiation therapy due to risk factors revealed in the pathology report such as extracapsular extension (ECE) in lymph nodes and close surgical margins.
Therapeutic strategy: The delivery of a dose of 66 Gy in 33 fractions to the high-risk area, 59.4 Gy in 33 fractions to the moderate risk area and a dose of 52.8 Gy in 33 fractions to the elective area. Protection of the spinal cord, brain stem, right parotid gland, larynx and mandible was prescribed. C Ca as se e 5 5 ( (m me et ta as st ta as se es s t to o b bo on ne es s) ) History: A 35-year-old woman diagnosed with bone metastases from the primary breast tumour -T1cN2, treated with radio-and chemotherapy in 2004. After treating the primary lesion, complementary hormone therapy followed. In 2008 metastases to the sternum bone and the spine were found, and chemotherapy and the second hormone therapy were started. In 2010 metastases to L2, S1, S2 and the ischium bone were diagnosed.
Therapeutic strategy: The delivery of a total dose of 30 Gy in 10 fractions of irradiation. Protection of kidneys and the spinal cord was prescribed. C Ca as se e 6 6 ( (a ad dv va an nc ce ed d s sk ki in n c ca an nc ce er r) ) History: A 68-year-old man reported in 2006 with a 2 cm ulceration of an eyelid. The patient refused operation and dropped out of follow-up in 2009. An advanced skin cancer (T4N0M0) covering orbits, infiltrating paranasal sinuses and an eyeball was diagnosed. The functions of the eye were retained, with the visual field limited by the neoplasm. The patient accepted radiation therapy, and refused other options of treatment.
Therapeutic strategy: The delivery of a total dose of 60 Gy in 30 fractions to the tumour area. Critical organs: eyes, lenses, optic nerves, optic chiasm and brain stem.
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Tomotherapy -a different way of dose delivery in radiotherapy N No o o of f c ca as se e H He el li ic ca al l t to om mo ot th he er ra ap py y ( (H HT T) ) C Co on nv ve en nt ti io on na al l l li in ne ea ar r a ac cc ce el le er ra at to or r ( (C CL LA A) )* * Table 1 presents basic parameters used in the planning of dose distributions for helical tomotherapy and conventional medical accelerator.
Treatment plans were analysed with respect to the obtained dose distributions and the time necessary for their delivery. In the case of dose distributions, quality evaluation was performed using tomography scans, and quantity evaluation, during which both dose medians and maximum doses (measured at 1% of the volume of the analysed structure) for critical organs were compared.
For the planning target volumes (PTV), the homogeneity of dose distribution was analysed. In order to do that, moderate doses, standard deviations and the analysis of differential histograms were used. The analysis of the therapy time involved reviewing the total time in which the treatment dose was delivered, taking into account the breaks between the delivery of the dose by the consecutive treatment fields. It was assumed that the time necessary to change the position of MLC leaves for fields divided during optimization was 5 s. The change of treatment fields without a change in table positioning is 15 s and with such a change is 60 s. In the case of a fraction during which more than one treatment plan is carried out, it was assumed that the time necessary for the change of the isocentre is 180 s.
The application of exporting the tomotherapy plans to the outside treatment planning system enabled to compare the dose distributions in one treatment planning system Eclipse (Varian Inc). Figure 1 shows dose distributions for (a) conventional linear accelerator (CLA) and (b) helical tomotherapy HT. In order to present dose distributions, CT scans showing target volume and critical organs were chosen. Clinical cases presented in Figure 1 were marked as follows: 1 -anaplastic medulloblastoma, 2 -multifocal metastases to brain, 3 -vul-T Ta ab bl le e 1 1. . Basic parameters used in the course of dose distribution planning for helical tomotherapy and conventional medical linear accelerator, for the following: 1 -anaplastic medulloblastoma, 2 -multifocal metastases to brain, 3 -vulva cancer, 4 -tongue cancer, 5 -metastases to bones, 6 -advanced skin cancer
Results
Dose normalization: median PTV volume for each cases receives at least 100% of the prescribed dose FW -field width in cm MF -modulation factor TNF -total number of fields IMRT -intensity modulated radiotherapy 3DCRT -three dimensional conformal radiotherapy realized by coplanar fields * for each case IMRT realized by sliding window technique using 120 multileaf collimator
va cancer, 4 -tongue cancer, 5 -metastases to bones, 6 -advanced skin cancer. These denotations will be consistently used in the following part of this paper. Table 2 presents the time necessary to deliver a fractional dose for individual cases, in the case of CLA and HT respectively. Additionally, the values shown in Table 2 do not take into account the time needed to perform image verification.
Following the analysis of dose distributions in the planning target volume (PTV), decrease of the dose homogeneity in the case of the CLA plan in relation to HT was observed. Dose homogeneity in PTV was determined on the basis of standard deviation (SD). In most cases (1, 2, 3, 5), SD was twice as high in the case of CLA plans than HT plans. For case 6, SD obtained for CLA was four times higher than SD for HT. Only case 4 displayed no significant differences between standard deviations. The difference of standard deviations in the case of CLA and HT was in the range of 10% calculated in relation to a smaller SD obtained for HT. However, case 4 exhibited a bigger dose median in an elective irradiation area in the case of the CLA plan in comparison to the HT plan. The dose median for HT was 54.1 Gy. In the case of CLA, it was higher by 2 Gy (56.1 Gy). Moreover, a prescribed dose, determined by a radiation therapist, in this target volume was 52.8 Gy. A similar phenomenon was observed in case 1 in the target volume, covering the spinal cord and the whole brain. The HT dose median was 35.8 Gy and CLA -36.9 Gy. The prescribed dose in this target volume was 35.1 Gy. Figure 2 shows differential histograms of dose distribution in PTV area for all clinical cases. The distribution of blue areas denoting HT and yellow ones denoting CLA (Fig. 2) depicts a fall in dose homogeneity for CLA in relation to HT. Moreover, in Fig. 2 , the prescribed dose (black line), determined before the start of the planning, was marked on each graph. A rise of dose median for CLA in relation to HT in cases 1 and 4 is presented in Graphs 1 and 2 respectively as a shift of the CLA histogram (red line) in relation to the HT histogram (blue line) and the prescribed dose (black line). On graphs 1, 2 and 4 ( Fig. 2, cases 1, 2 and 4 respectively), the x-axis (presenting percent values of doses) was shortened. This enabled a better visualization of the dif- ferences between HT and CLA histograms. Furthermore, an additional y-axis was introduced in case 2 (Graph 2 in Fig. 2 ). The axis presents the values of volume differential after a dose (dVolume/dDose) calculated for metastatic lesions. The volume of the brain twenty times exceeds the total volume of metastatic lesions. Thus, presenting the results using one scale for the whole brain would make it impossible to show the differences between the histograms for metastatic lesions calculated for HT and CLA in a transparent way. Table 3 presents basic parameters statistically determining dose distributions in critical organs. Differences between dose medians obtained for CLA and HT and maximum doses calculated for 1% of volume of the analysed structure were reviewed. When the doses obtained for HT were lower by at least 2 Gy than the doses for CLA, the obtained results have been presented in a yellow field. When the differences were at least 5 Gy in favour of HT, the results have been presented in a green field. A similar strat- egy was employed for the situation when doses for CLA were lower than those for HT. Light blue fields and dark blue fields denote results which differ by at least 2 Gy and 5 Gy, respectively.
Discussion
Helical tomotherapy (HT) is one of the methods of radiotherapeutic treatment. This method enables treatment implementation for a wide spectrum of clinical cases, beginning with very small neoplastic lesions located in the brain [29, 30] or in the whole body [31, 32] , treated with conventional stereotactic methods or radiation surgery, and ending with vast target volumes such as anaplastic medulloblastoma, total body irradiation (TBI) or total marrow irradiation (TMI) [33, 34] . In these case using a conventional linear accelerator (CLA) requires special therapeutic procedures, often involving the modification of radiation geometry (using nonstandard treatment distances, specially designed treatment tables, etc.) [35, 36] . The wide variety of clinical uses of helical tomotherapy results directly from the method of dose delivery. It differs significantly from the classic method, typical of conventional linear accelerators. In Poland, at the turn of 2011 a tomotherapy machine was installed. Therefore, one of the aims of this publication was to present the method in which such a machine operates. Taking into consideration the difference in dose delivery and the consequent different method of treatment plan preparation, we also discuss basic issues concerning the treatment planning process.
In order to demonstrate the possibilities of helical tomotherapy, treatment plans for six different clinical cases have been presented. They have been compared with corresponding plans prepared for a conventional linear accelerator. The authors decided to avoid limiting the presentation to cases representing only one clinical location since there are many such specialist reports which compare helical tomotherapy with radiotherapy delivered using CLA [37] [38] [39] [40] [41] [42] [43] [44] . The majority of quoted papers emphasize the increase in conformity of dose distributions for tomotherapy treatment in relation to compared methods. The increase in conformity is understood here as a rise in dose homogeneity in the area of irradiation and reduction of doses in critical organs. Nevertheless, none of these papers presents the wide variety of clinical uses of the tomotherapy machine resulting from its unique technological solutions.
The first case reported in this publication was the irradiation of anaplastic medulloblastoma (Fig. 1) . Helical tomotherapy as the only method offers the possibility to irradiate the whole brain together with the spinal cord during one working period of the machine. The source rotates around an irradiated area following a spiral path. Thus, a treatment field can be formed of total size of 160 cm measured along the patient's longitudinal axis. In the case of conventional linear accelerators, the implementation of such treatment requires the use of a number of treatment fields divided into at least three target volumes (brain and cervical part of the spine, thoracic part of the spine and lumbar-sacral part of the spine). Application of the total therapeutic dose requires at least two changes in treatment fields' set-up. This is the consequence of the length of the field which can be obtained with a conventional linear accelerator (40 cm). The change in set-up may result in underdosed areas and overdosed ones in regions where the fields overlap [45] .
When comparing the obtained results of dose distributions, it should be noted that in the case of a tomotherapy plan there was a significant reduction of doses in most critical organs (Table 3) . Moreover, we obtained a greater dose homogeneity in target volume delineated for a residual lesion adjoining the brain stem (Fig. 2, Graph 1 , high dose range 95-105%) without an increase of dose median in the brain area and the spinal cord (Fig. 2, Graph 1, dose range 60-70%) . Furthermore, the correct choice of parameters characterizing the method of dose delivery by a tomotherapy machine (Table 1) allows one to obtain, in the first stage of treatment (cranio-spinal axis), irradiation times comparable to those obtained using a conventional linear accelerator. Case 2 shows a different clinical situation, which requires the simultaneous use of small stereotactic fields (metastatic lesions) and standard irradiation fields (whole-brain irradiation). In the case of a conventional linear accelerator, it is possible to deliver radiation in two ways. In one, the therapy can be split into two stages of treatment: during the first stage the whole brain is irradiated while the second is devoted to stereotactic treatment (a stereotactic system is required). In the other, an attempt can be made to carry out a multi-field and non-coplanar IMRT plan which assumes the irradiation of the whole brain with a simultaneous integrated boost dose to metastatic lesions (SIB, an example discussed in the paper). In the case of tomotherapy, combining minimum jaw width (1 cm) and low pitch (0.215) makes SIB treatment possible. It is worth pointing out that for both HT and CLA, reduction of doses in critical organs is comparable (Table 3) . However, the application of tomotherapy leads to the increase in homogeneity of dose distributions for the brain and metastatic lesions ( Fig. 1 and Graph 2 shown in Fig. 2) . Moreover, the time of tomotherapy treatment implementation is twice as short as the time for a conventional linear accelerator ( Table 2) .
The next case (case 3, vulval cancer) illustrates the possibility of using additional functionality of a tomotherapy machine. Cancer of the vulva is successfully treated by the IMRT method using a conventional linear accelerator. Nevertheless, in the case of patients who have an endoprosthesis of a hip joint, doses in both an implant area and in critical organs, such as the healthy head of a femur, the bladder, intestines and the rectum, need special reduction. Direct adhesion of the target volume to an implant makes the clinical situation even more complicated.
Furthermore, the quality of CT scans used in treatment planning is lower due to the artefacts which are created during the imaging of the area with an endoprosthesis. This leads to a greater error in the delineation of both target volume and critical organs. The use of these scans makes the calculations of dose distributions also burdened with error. In order to make a correction, the algorithms which carry out the computing take into account the correlation between grey scale expressed in HU and densities of illustrated tissues. On the other hand, HT offers the possibility of taking MVCT scans. The quality of MVCT is lower than that of CT; however, MVCT images are artefact-free. Figure 3 shows a CT scan with a visible endoprosthesis and artefacts (a) and a corresponding MVCT scan (b).
The use of both sets of scans -CT and MVCT -in the process of delineation and calculation of dose distributions during tomotherapy planning results in a significant reduction of inaccuracies with which plans for a conventional linear accelerator are burdened. What is more, referring to the comparison of dose distributions, application of tomotherapy leads to an increase of dose homogeneity in target volume (Figure 2, Graph 3 ) and a reduction of doses in critical organs ( Table 3) .
The next two clinical cases (cancer of the tongue and metastases to bones) confirm the increase in conformity of dose distribution for tomotherapy treatment in relation to therapy implemented using conventional linear accelerators. In the case of tongue cancer (Graph 4, Fig. 1 ) the main factor influencing the increase in conformity is a significant reduction of doses in critical organs (Table 3) while retaining homogeneity of dose distributions in target volumes, comparable to that obtained for conventional linear accelerators (Graph 4, Fig. 2 ). In the case of metastases to bones, the increase of conformity is the result of obtaining better homogeneity of dose distributions in target volume (Graph 5, Fig. 2 ). The reduction of doses in the spinal cord should also be noted (Graph 5 in Fig. 1) .
The last clinical case is advanced skin neoplasm covering an orbit, an eyelid, and paranasal sinuses. The use of tomotherapy allowed a considerable reduction of doses in critical organs located in the direct vicinity of the target volume (left eye, lens, optic nerve and optic chiasm and brain stem) and significantly higher homogeneity of dose in the radiation target area in relation to CLA (Graph 6 in Fig. 2 ). However, there was an increase in doses absorbed by the remaining critical organs located further away from the radiation target area, i.e. the right eye and right optic nerve (Table 3) .
To conclude, helical tomotherapy makes it possible to obtain highly conformal dose distributions for treatments carried out for both vast target volumes (anaplastic medulloblastoma) and small areas, treated conventionally with stereotactic methods (metastases to the brain). The application of imaging technology that a tomotherapy machine offers, in some cases (vulval cancer), increases the precision of delineating the radiation target area and critical organs, and reduces the error in dose calculation resulting from taking into account incorrect HU values (artefacts). The analysis of dose distributions for the remaining cases discussed in the paper confirms the increase of treatment conformity through dose reduction in critical organs (tongue cancer), the increase of homogeneity of dose distribution in a radiation target area (metastases to bones) or through both these effects (advanced skin cancer).
